Introduction
Carcinoma of the gall bladder is the most common malignant lesion of the biliary tract and the fifth most common malignancy of the digestive tract. 1 The disease has remained a diagnostic and therapeutic challenge. This is due to the late presentation of the disease, so much so that 70% of the cases are unresectable at the time of exploration.2 In spite of tremendous advances in the fields of surgery and anaesthesia the outlook for carcinoma of the gall bladder remains dismal.
We have reviewed the clinical records of our patients with carcinoma of the gall bladder and analysed the data to define the clinical features of this elusive disease, to study the role of biochemical and radiological investigations in the diagnosis and to assess the role of various surgical procedures in the management. Of the radiological investigations, oral and intragroup.bmj.com on April 5, 2017 -Published by http://pmj.bmj.com/ Downloaded from venous cholecystography could not be performed because of jaundice. Percutaneous transhepatic cholangiography only indicates the site of obstruction in the biliary tract. However, obstruction at the porta hepatis with non-visualization of the gall bladder is suggestive, though not specific, of carcinoma of the gall bladder. Ultrasound and computed tomographic (CT) scan also suggest the diagnosis by showing a mass filling, replacing or protruding into the gall bladder or asymmetrical thickening of irregularity of the gall bladder wall.7
Laparoscopy8 has been used for diagnosis. Nodules over the gall bladder or the adjacent liver edge and hard nodular gall bladder covered with omentum are laparoscopic features of carcinoma of the gall bladder. Cytology and/or biopsy confirm the diagnosis. Laparoscopy can also indicate inoperability thus avoiding the high morbidity and mortality of unnecessary surgery. In our experience, laparoscopy confirmed the diagnosis in 27 cases and helped in planning the treatment. Percutaneous aspiration cytology of the gall bladder mass or the liver nodule revealed the diagnosis in 25 of our cases, thus avoiding laparotomy for obtaining histological diagnosis alone.
Histologically, the majority of the cases were poorly differentiated adenocarcinomas, suggesting the aggressive nature of the disease. Presence of hepatic metastases and involvement of porta hepatis lymph nodes indicated the advanced stage of the disease at the time of diagnosis. This is further evident from the fact that some patients died in the hospital even before any investigations could be performed or after invasive radiological procedures. Only 33% of the patients were considered fit enough to undergo laparotomy with a mortality of 18%. Similar has been the experience of Shukla et al.9 who reported an operation rate of 48% with a mortality of 20%. In the majority of these cases biopsy alone could be performed.
The prognosis of patients with carcinoma of the gall bladder continues to be poor. When cholecystectomy is performed for suspected benign disease and histopathological examination reveals malignancy, and in a small number of patients with localized tumour recognized at laparotomy, curative resection may be performed. The majority of the patients, however, have too advanced a lesion to be treated and undergo only palliative procedures for biliary or gastrointestinal obstruction. A review by Piehler and Crichlow 5 of more than 3000 cases operated on for carcinoma of the gall bladder revealed that biopsy alone was performed in 34% patients and 13% underwent palliative diversion procedures.
Based on our experience and that of other reported series we observe that the diagnosis of carcinoma of the gall bladder is usually made when the disease is clinically obvious; this is too advanced a stage to offer any curative treatment. Palliative surgical procedures may be possible in some of these cases but are associated with high mortality. However, the disease may be prevented by prompt investigation of patients with symptoms suggestive of benign biliary disease and removal of all diseased gall bladders containing gallstones. All surgically removed gall bladders should be thoroughly examined histologically to rule out malignancy. A curative resection may be possible in such cases detected in the 'preclinical stage' and long term survival may be expected.
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